Objective: The present study examined the cultural differences and similarities in the levels and predictors of subjective well-being in Japanese and American centenarians. Method: We analyzed data on cognitively intact Japanese (N = 59) and American (N = 125) participants from the Tokyo and Georgia Centenarian Studies, respectively. The Philadelphia Geriatric Center Morale Scale was used to measure subjective well-being, while sociodemographic, social, and health resources were assessed as potential predictors. Results: The American participants reported higher scores on well-being (satisfaction with social relations and psychological comfort). However, cultural differences in the levels of well-being disappeared after we controlled for its predictors. The regression models revealed that health resources (cognitive function, hearing problems, and activities of daily living) were strong predictors of well-being in both countries. Social resources (living with others) were strongly associated with one dimension of well-being (attitude toward one's aging) among the Japanese participants. Discussion: The findings support the existing lifespan and cross-cultural literature, indicating that declines in health impose certain limitations on adaptive capacity in oldest-old age irrespective of cultures, and that social embeddedness is valued in Eastern cultures. The authors speculate that cultural values, i.e. personal autonomy versus relational harmony, play an important role for wellbeing in oldest-old age.
Longevity has been a central theme in research on aging since the 1950 s (e.g. Medawar, 1952) . In addition, numerous researchers have focused on centenarians for several decades in order to unravel the secrets of exceptional longevity (Andersen et al., 1998; Dello Buono, Urciuoli, & De Leo, 1998; Evert, Lawler, Bogan, & Perls, 2003; Wilmoth, Skytthe, Friou, & Jeune, 1996) . Although the majority of previous studies on the oldest-old (i.e. those aged 85 years and over) has accumulated substantial evidence regarding declines in health and functional status, such as cognitive and physical functions (Berlau, Corrada, & Kawas, 2009; Corrada, Brookmeyer, Paganini-Hill, Berlau, & Kawas, 2010; Evert et al., 2003; Gondo et al., 2006) , few studies have examined how oldest-old individuals feel in daily life, how they adapt to age-related losses, and how they make sense of their own lives. Furthermore, a recent theoretical approach argued that individuals make sense of their own lives through cultural values such as the different emphases on personal autonomy versus relational harmony (Markus & Kitayama, 1991) . However, most of this previous research was conducted in Western cultures, such as North America and Europe, of which a limited number of studies elucidated the cultural differences in aging (Fung, 2013) . Therefore, the objective of the present study is twofold: to investigate what resources impact adaptation in extremely old age; and to further evaluate how cultural contexts shape centenarians' experiences in their everyday lives.
Subjective well-being is defined as individuals' emotional and cognitive evaluations of their lives (Diener, 1984) . Researchers have viewed subjective well-being as a general indicator of successful aging that measures the extent to which older people adapt to their lives (Baltes & Baltes, 1990) . Although lifespan theories (Baltes, 1997; Heckhausen & Schulz, 1995) have proposed that older adults are capable of regulating losses and adapting to surviving into old age, researchers have assumed that age-related losses can severely limit this adaptive capacity, especially in oldest-old age (Baltes & Smith, 2003; Gerstorf & Ram, 2009) . However, few studies have supported this assumption, indicating that centenarians are less satisfied with their lives than younger people (Dello Buono et al., 1998; Martin, Poon, Kim, & Johnson, 1996) . In contrast, several findings have suggested that subjective well-being remains relatively stable in oldest-old age (Kunzmann, Little, & Smith, 2000; Martin, Da Rosa, Margrett, Garasky, & Franke, 2012; Wettstein, Schilling, Reidick, & Wahl, 2015) . For instance, longitudinal studies have shown that, as positive affect decreases, negative affect remains stable through oldest-old age (Kunzmann et al., 2000; Martin et al., 2012) . Another longitudinal study demonstrated that multiple domains of subjective well-being remained stable or even increased during oldest-old age (Wettstein et al., 2015) . These findings challenge the notion that psychological resilience approaches a certain limit and well-being decreases in oldest-old age.
Previous research on the predictors of well-being in old age have suggested that the correlates of well-being can differ across age groups (e.g. Isaacowitz & Smith, 2003; Jopp, Rott, & Oswald, 2008; Margrett et al., 2011; Pinquart & S€ orensen, 2000) . A significant number of studies have addressed the unique characteristics of older individuals through comparisons among young-old, old-old, and oldestold ages. One meta-analysis suggested that the association between subjective well-being and physical and social resources was stronger in the old-old than in the young-old (Pinquart & S€ orensen, 2000) . Researchers acknowledged that evidence on the resources for well-being in oldest-old age was insufficient (Pinquart & S€ orensen, 2000; Smith, Borchelt, & Maier, 2002) , and it is still lacking today.
As an exception, a series of results have been reported from studies of oldest-old adults in Western countries. However, previous findings have been inconsistent. Objective health status had negative influences on well-being through subjective health status among old-old and oldest-old adults (Smith, Fleeson, Geiselmann, Settersten, & Kunzman, 1999) . On the other hand, other studies of the oldest-old reported that physical resources were not associated with well-being (Isaacowitz & Smith, 2003; Margrett et al., 2011) . With regard to social resources, one study showed that greater social resources were associated with better scores on multiple well-being measures among centenarians, but with only one well-being measure among octogenarians (Margrett et al., 2011) . In contrast, another study found that more social resources were related to better affect in young-old age, but not in oldest-old age (Isaacowitz & Smith, 2003) . Cognitive functions were not a consistent correlate of well-being across or within prior studies (Isaacowitz & Smith, 2003; Margrett et al., 2011) . Cognitive functions may have double-edged effects. In fact, one study of centenarians revealed that, whereas the direct effect of cognition on well-being was negative, cognition had a positive effect through self-efficacy .
Given the previous literature, research on well-being and aging has flourished in recent decades, albeit mainly in Western countries. In this regard, since evidence in East Asian countries has remained relatively sparse, the present study aims to fill this gap.
One theory of culture and self (Markus & Kitayama, 1991) has argued that individuals learn what is important in their lives through cultural contexts, and they internalize cultural values into their personal beliefs. This theory further proposed a conceptual framework for understanding two forms of selfconstrual: (1) that individuals in Western cultures view themselves as independent and they tend to pursue personal goals; and (2) that individuals in Eastern cultures consider themselves as interdependent and they tend to value relational harmony (Markus & Kitayama, 1991) . Indeed, in line with this theory, cross-cultural studies have indicated that cultural contexts can shape the meanings, levels, and predictors of well-being, not only in young adulthood (e.g. Kitayama, Markus, & Kurokawa, 2000; Schimmack, Oishi, & Diener, 2002; Uchida & Kitayama, 2009 ), but also in middle and old age (e.g. Karasawa et al., 2011; Kitayama, Karasawa, Curhan, Ryff, & Markus, 2010; Pethtel & Chen, 2010) .
With respect to the meaning of well-being, a prior study incorporating American and Japanese undergraduate students reported that positive emotions were associated with personal achievement in the United States and social harmony in Japan (Uchida & Kitayama, 2009) , which indicates that internal aspects of well-being are valued in Western cultures, whereas external aspects of well-being are emphasized in Eastern cultures. In addition, Schimmack et al. (2002) suggested that, whereas people in Western cultures perceive emotions as opposite-valence ones (i.e. positive versus negative) and they are motivated to maximize their positive emotions, those in Eastern cultures have dialectic beliefs on emotions and they are predisposed to experience a balance between positive and negative emotions in order to adjust to their respective environments.
Regarding the cultural differences in the mean levels and predictors of well-being, Karasawa et al. (2011) demonstrated that mean levels of overall well-being were higher among middle-aged Americans than their Japanese counterparts, but the differences were less evident in old age. Furthermore, Kitayama et al. (2010) reported that the strongest predictor of well-being was personal control in the United States, while such a predictor was the absence of relational strain in Japan. Although researchers have begun to focus on cultural differences in aging (Fung, 2013) , little is known about how cultural contexts shape the daily well-being of individuals and moderate the links between well-being and resources in oldest-old age.
As stated earlier, the present study investigates the crosscultural differences and similarities in the mean levels and predictors of subjective well-being among Japanese and American centenarians. For this purpose, we adapt the lifespan and cross-cultural perspectives, and extend previous empirical research (e.g. Isaacowitz & Smith, 2003; Karasawa et al., 2011; Kitayama et al., 2010; Margrett et al., 2011) to oldest-old age. Overall, two research questions are examined in the present study. First, we test the mean-level differences in subjective well-being between Japan and the United States. We hypothesize that American centenarians would exhibit higher levels of subjective well-being than their Japanese counterparts because, whereas individuals in Western cultures are likely to enhance their positive emotions, those in Eastern cultures are motivated to suppress personal emotions so as not to disrupt social harmony (Markus & Kitayama, 1991) . Previous studies have indicated that the mean levels of cognitive and affective components of subjective well-being can differ across cultures (Karasawa et al., 2011; Pethtel & Chen, 2010) . Thus, multidimensional well-being is assessed in the current study. Second, this study investigates the cultural differences in the predictors (i.e. social and health resources) of well-being between the two aforementioned countries. Since social harmony and embeddedness are highly valued in Eastern cultures (Markus & Kitayama, 1991) , we also predict that social resources are more related to well-being among the Japanese centenarians, compared to their American counterparts. Our study used coresidence with others and living at a familiar place (i.e. one's own house) as social variables, given the broader conceptual framework encompassing the social and physical environment (e.g. social networks and housing) (Wahl & Lang, 2004) . Regarding health resources, although lifespan theories have proposed that older adults have the capacity to adapt to aging (Baltes, 1997; Heckhausen & Schulz, 1995) , age-related limitations in health can impose self-regulatory capacity for managing losses, particularly in oldest-old age (Baltes & Smith, 2003; Gerstorf & Ram, 2009 ). Based on the lifespan perspective, we predicted that general declines in health would be associated with lower levels of well-being in both Japanese and American centenarians. Hence, the present study facilitates the understanding of cultural variation among extremely long-lived individuals' experiences in daily life and highlights the important resources for adaptation.
Method

Participants
This study used data from two independent studies in Japan and the United States (Gondo et al., 2006; Poon et al., 1992) . First, the Japanese sample was derived from the Tokyo Centenarian Study (Gondo et al., 2006) . A total of 1194 centenarians living in the 23 wards of metropolitan Tokyo were selected via the residential list. This population-based study sample included 304 centenarians who participated in a mail-based survey and a subsequent visit survey. Only the cognitively intact participants were asked to answer the survey questions. Second, the American sample was from Phase I of the Georgia Centenarian Study (Poon et al., 1992) . A sample of 137 centenarians and near-centenarians (99 years and older) living in the state of Georgia were recruited. The inclusion criteria were that all of the participants were required to be cognitively intact. The unique feature of the two comparison samples was that all of the participants were cognitively intact, which enabled them to respond to the survey questions on health and well-being.
Procedure
The Global Deterioration Scale (GDS) (Reisberg, Ferris, De Leon, & Crook, 1982) was applied to both studies in order to exclude any participants with cognitive impairments. The GDS was developed to assess the severity of dementia, based on behavioral observations by researchers and practitioners in which a higher score indicates more severe cognitive impairments. In addition, the proposed cutoff score for dementia was four (American Psychiatric Association, 2007) . The eligible number of samples totaled 92 in Japan and 135 in the United States. After excluding the participants with missing data for self-report measures, the final sample in the present study consisted of 59 Japanese and 125 American individuals who completed the cognitively demanding assessments. Eight (6.4%) Americans were 99 years old. The Japanese and American studies were approved by the ethical committees of the Keio University School of Medicine and the University of Georgia Institutional Review Board on Human Subjects, respectively.
Measures
Well-being
Subjective well-being was assessed with the 17-item Philadelphia Geriatric Center Morale Scale (PGCMS; Lawton, 1975) . The participants were asked to make a choice between two responses such as yes or no, better or worse, satisfied or not, and not much or a lot. The PGCMS consists of three factors: attitude toward one's aging, satisfaction with social relations, and psychological comfort. The five items on the attitude toward one's aging (e.g. 'Things keep getting worse as I get older') capture the individuals' perception of changes in their lives. The six items on satisfaction with social relations (e.g. 'How much do you feel lonely?') encompass satisfaction with social interactions in everyday life. The six items on psychological comfort (e.g. 'Are you afraid of a lot of things?') represent general anxiety. Overall, the factor structure was consistent and comparable between Japan and the United States (Liang, Asano, Bollen, Kahana, & Maeda, 1987) . Initially, attitude toward one's aging was interpreted as cognitive wellbeing, and satisfaction with social relations and psychological comfort were regarded as affective well-being (Lawton, 1975) . Moreover, the negative items were reverse-coded and the higher scores indicated better subjective well-being.
One item with a low Cronbach's alpha coefficient was excluded (i.e. the psychological comfort item 'Do little things bother you more this year?'). Then, 16 items of the PGCMS were used in the subsequent analyses. The revised total PGCMS score showed a high Cronbach's alpha coefficient. The internal consistency slightly decreased from a = .73 to a = .72 for Japan, whereas it improved from a = .69 to a = .77 for the United States.
Predictors
Sociodemographic, social, and health variables were measured as potential predictors of subjective well-being. Age (years), gender (0 = male, 1 = female), and education (years of schooling were converted into 1 = 0-6 years, 2 = 7-9 years, 3 = 10-12 years, 4 = 13-15 years, 5 = 16 years and over) were included as sociodemographic predictors, while two variables were assessed as social predictors. In regard to the latter two variables, the participants were asked whether they lived in their own private homes or if they lived alone (0 = no, 1 = yes for both variables). If the participants answered 'no' to the former question, then they were considered to be living in an unfamiliar place such as a hospital or a care facility. In addition, five indicators were measured as health predictors: cognitive function, vision problem, hearing problem, number of diseases, and activities of daily living (ADL).
The GDS was also administered to evaluate cognitive function. Vision and hearing problems were reported (0 = absent, 1 = present for both variables), and the participants were asked whether they had the following nine diseases (0 = no, 1 = yes for each disease): stroke, dysfunction, myocardial infarction, Parkinson's disease, high blood pressure, diabetes mellitus, cancer, cataract, and fractures. Then, the number of diseases was calculated. Finally, ADL was measured as the total number of the six items that the participants were able to perform on their own (Fillenbaum, 1985) : eating, dressing, walking, getting in and out of bed, taking a bath, and going to the bathroom (0 = completely unable, 1 = with some help, 2 = no problem for each item). Cronbach's alpha coefficients regarding ADL were .71 for the Japanese participants and .64 for the American participants.
Statistical analysis
This statistical analysis proceeded in three steps. First, we compared the key variables between the two countries using t-tests and chi-square tests to examine the differences in subjective well-being and its potential predictors. Given the high proportion of dropouts in the Japanese sample (35.9%; 7.4% in the American sample), follow-up analyses were performed to examine the patterns of missing data for self-reports. Second, we computed zero-order correlations between subjective well-being and its predictors for each country. Third, multiple hierarchical regression analyses were performed on the total PGCMS score and each of the three factors. Because of the small sample size, we included variables exceeding the minimum correlation coefficients (r = § .05) in either of the two countries as predictors in the regression models. Using the combined Japan and the United States sample, sociodemographic variables, including culture (0 = the United States, 1 = Japan), were entered first, followed by social and health variables (continuous variables were meancentered for further analyses). The interactions between culture and predictors were entered in the final step to examine the differences in the predictive patterns of subjective wellbeing. The analyses were conducted via IBM SPSS Statistics for Windows Version 23, and the significance level was adopted at .05.
Results
Mean sample differences
Significant differences in subjective well-being and the potential predictors were found between the Japanese and American centenarians (see Table 1 ). With respect to subjective well-being, the total PGCMS score did not differ between Japan and the United States. However, country differences were found in two of the three factors on the PGCMS. Although there was no significant difference in the attitude toward one's aging between the two countries, the satisfaction with social relations and psychological comfort were higher among the Americans compared to the Japanese.
Regarding predictors of well-being, we found significant country differences in age and on all social and health variables. The Japanese were a half-year older than the Americans. With respect to the social variables, more Japanese participants lived in their own homes or with others, compared to the American participants. Regarding the health variables, differential patterns were observed. Sensory functions and diseases were better among the Americans than the Japanese. The American centenarians also reported vision and hearing problems less frequently than their Japanese counterparts. Meanwhile, the number of diseases was lower among the American participants, compared to the Japanese participants. Conversely, cognitive and physical functions (assessed by GDS and ADL, respectively) were better among the Japanese, compared to the Americans.
To examine the patterns of missing data on self-reports, we performed chi-square tests separately for each country to compare distributions of the categorical variables between individuals with and without missing data, and 2 (country) £ 2 (missing data) ANOVAs were conducted to compare mean values for the continuous variables. The two-way interactions were significant for age and ADL: F(1, 223) = 9.22, p < .01, and F(1, 220) = 6.12, p = .01, respectively. American, but not Japanese, participants with missing data were older than those without missing data (M = 102.50, SD = 2.22 for the Americans with missing data). Japanese, but not American, participants with missing data reported a lower level of ADL than those without missing data (M = 7.97, SD = 3.56 for the Japanese with missing data).
Intercorrelations between the variables
The intercorrelations between the subjective well-being indicators and the potential predictors were separately calculated for Japan and the United States (see Table 2 ). Whereas none of the sociodemographic variables were significantly correlated in either country, most of the health variables, except for vision problems and the number of diseases, were significantly associated with subjective well-being in the United States. Only hearing problems were significantly correlated with subjective well-being in both countries. One social predictor was associated with subjective well-being among the Japanese participants, but not among the American participants: living alone was negatively related with the attitude toward one's aging in Japan.
Because the sizes of the correlations obtained above were greater than § .05, we included all the variables in the subsequent regression analyses. To test whether the social and health predictors of well-being differed between Japan and the United States, we used the sociodemographic predictors as the control variables and the social and health predictors as the independent variables, and then we entered interaction terms between the independent variables and culture. 
Regression predicting subjective well-being
Multiple hierarchical regression analyses revealed cross-country differences as well as similarities in the predictive patterns of subjective well-being. The results from the regression analyses are summarized in Table 3 . The unique variance explained by the sociodemographic variables was significant only with regard to satisfaction with social relations. Moreover, culture was not significantly associated with either satisfaction with social relations or psychological comfort, after controlling for the potential predictors. These results indicate that country differences in the levels of the two subjective well-being indicators (shown in Table 1 ) can be explained by the predictors. The social variables, when entered as a set of predictors, did not explain the variances in the regression models, and none of the regression coefficients were significant. In contrast, the health variables, when entered into the regression models, significantly explained the variances of the subjective well-being indicators, except for attitude toward one's aging. Overall, better health variables predicted higher levels of wellbeing. Lower cognitive function was associated with a lower level of psychological comfort. Hearing problems had a negative effect on the subjective well-being indicators. Furthermore, ADL was found to be a significant predictor of the total PGCMS score and the satisfaction with social relations.
Regarding the moderation effect of culture on the relationship between subjective well-being and its potential predictors, the interaction terms failed to improve model fits with respect to any of the well-being indicators. However, a significant interaction was found between culture and living alone in predicting the attitude toward one's aging. According to Figure 1 , which illustrates the effect of social resources on subjective well-being in Japan and the United States, Japanese centenarians living alone reported a lower score in the attitude toward one's aging than their counterparts living Notes: N = 184. Standardized and R-squared coefficients significant at p < .05 are reported in bold. DR 2 = independent explained variances of each predictive model determined by entering all of the predictors in the last step of the multiple hierarchical analysis. ADL = activities of daily living; PGCMS = Philadelphia Geriatric Center Morale Scale; Cul = Culture. a 0 = USA, 1 = Japan. with others. In contrast, there was no difference in the subjective well-being indicator for American centenarians, irrespective of whether they lived alone.
Discussion
In order to enhance the understanding regarding the wellbeing of oldest-old individuals in different cultural contexts, the present study examined whether the mean levels and the predictors of subjective well-being differ between Japanese and American centenarians. Based on the lifespan and crosscultural perspectives, it was anticipated that cultural differences and similarities would be observed.
This study tested the first hypothesis that older American adults would exhibit higher levels of subjective well-being than their Japanese counterparts. As predicted, the satisfaction with social relations and psychological comfort were higher among the Americans, compared to the Japanese participants. In contrast, there was no difference in the attitude toward one's aging between the two countries. These results partially support the cross-cultural theory, which assumes that, while individuals in Western cultures (i.e. the United States) view themselves as independent, able to pursue personal goals, and are likely to maximize their positive emotions, individuals in Eastern cultures (i.e. Japan) perceive themselves as interdependent, able to secure social harmony, and are likely to suppress their emotions so as not to threaten social relationships (Markus & Kitayama, 1991) . As for the same degree of the attitude toward one's aging, Japanese centenarians might internalize traditional cultural values regulating interpersonal relations between older and younger people (i.e. filial piety) (Takagi & Silverstein, 2006) into their personal beliefs and exhibit positive attitudes toward aging. Indeed, if older Japanese adults conformed to the traditional cultural norms, a negative influence of support from a child on their subjective well-being was buffered (Takagi & Saito, 2013) . However, the recent increase in the aging population of Eastern cultures has threatened traditional cultural values, and older adults' attitudes toward aging were more negative in the East than in the West (North & Fiske, 2015) . In future, older adults in Japan may hold increasingly negative attitudes toward aging.
The regression analyses further revealed the cultural differences as well as the similarities in the predictive resources for subjective well-being in oldest-old age (see Table 3 ). The findings support the second hypothesis. As expected, the health predictors largely explained the subjective well-being indicators in both countries, except for attitude toward one's aging. These results are congruent with prior findings regarding the positive association between well-being and health resources in young-old, old-old, and oldest-old people (Pinquart & S€ orensen, 2000; Smith et al., 1999) . Health was a universal predictor of well-being in old age, and age-related declines in health can impose certain limitations on adaptive capacity in oldest-old age, regardless of the cultural contexts.
The present study also found different predictive effects of health resources on each component of well-being. More specifically, while physical impairment (i.e. ADL) predicted lower degrees of satisfaction with social relations, cognitive and hearing impairments were negatively associated with psychological comfort. Contrary to previous studies reporting neutral effects of physical functions and mixed influences of cognitive functions on well-being (Isaacowitz & Smith, 2003; Margrett et al., 2011) , the present study found significant effects of physical functions and a beneficial influence of cognitive functions.
These inconsistent results may be due to potential psychological resources. Although previous studies (Isaacowitz & Smith, 2003; Margrett et al., 2011) measured personality traits (i.e. neuroticism and extraversion), the present study did not assess these traits. In this regard, since psychological resources can have a strong impact on affect, it might have diminished the effects of health resources in prior studies. Regarding the negative effect of hearing impairment, the results of the present study were inconsistent with previous research. More specifically, whereas some previous studies suggested that hearing impairment can cause negative outcomes, such as reduced physical and social functions (Dalton et al., 2003; Strawbridge, Wallhagen, Shema, & Kaplan, 2000) , a recent study reported that oldest-old individuals with vision impairment displayed worse mental health than their counterparts with hearing impairment (Cimarolli & Jopp, 2014) . Given the present and previous findings, further evidence should be sought to address these inconsistent results as well as the underlying pathways of various aspects of health (e.g. physical, cognitive, and sensory impairments) on well-being in oldest-old age.
Next, social resources were more strongly related to at least one dimension of well-being in Japan than in the United States: the Japanese participants living with others reported a more favorable attitude toward one's aging (see Figure 1 ). A previous cross-cultural study indicated that social factors would be more salient predictors of well-being among the Japanese than the American participants (Kitayama et al., 2010) . Moreover, coresidence with others in old age has been shown to be a desirable situation that also accommodates personal values in Eastern cultures (Takagi & Silverstein, 2006) . In this regard, the Japanese centenarians living with others (mostly with their children) reported a higher level of well-being than their counterparts living alone.
Finally, it is important to point out that health resources had strong effects on well-being and they explained the cultural differences related to well-being. Specifically, the regression analyses demonstrated that culture was not significantly related to satisfaction with social relations and psychological comfort, after controlling for the health predictors. Further, cultural differences in health might be partially explained by changes in social policies. Health expenditures have continued to increase since the 1960 s in the United States, but leveled off in Japan in the 1980 s (Ikegami & Campbell, 1995) , which could cause a long-term and delayed effect on population health. Whereas the proportion of oldest-old Americans without disability has continued to decrease since the 1980 s (Manton, Gu, & Lamb, 2006) , the ratio of their Japanese counterparts in poor health decreased during the 1980 s, except among women, but has increased since the 1990 s (Yong & Saito, 2009) .
Several limitations should be considered in interpreting the findings. First, any generalization of the results should be interpreted with caution. Since this study selected cognitively intact older adults and deleted a high proportion of Japanese cases with missing values due to physical impairments, the findings can only be generalized to healthy oldest-old individuals. In addition, although the present study focused on the cultural differences between Japan (i.e. the East) and the United States (i.e. the West), it might not be strictly representative of each culture. Second, psychological variables must be reconsidered. The three factors of the PGCMS empirically overlap (Okun & Stock, 1987) . For example, satisfaction with social relations includes two items on social relations and four items on life satisfaction (Lawton, 1975) . Distinct components of well-being should be measured. Further, the robustness of health predictors remains unclear after controlling for personality traits. Third, this study might assess a limited scope of social resources. In our results, the social variables did not significantly explain variances of the regression models, and living at home did not predict well-being in either country. These variables focused on objective status, but they did not assess subjective meanings such as perceived support and attachment to place. In addition, macro-level social resources, such as social policies, should be taken into account. The Japanese Government implemented its long-term care system in 2000. Thus, it is possible that the provision of long-term care buffers the negative impact of poor health in Japanese centenarians.
In conclusion, the present study highlighted the role of age and culture on well-being in oldest-old age. As for the cultural differences in the mean level of well-being, this study suggests that cultural contexts can shape how older people view aging and how they feel in their everyday lives. With regard to cultural variation in the predictors of well-being, the findings indicate that health resources are critical to the wellbeing of oldest-old adults, irrespective of cultural contexts. In addition, physical, cognitive, and sensory (i.e. hearing) functions enabled the centenarians in this study to adapt to their lives. Therefore, the results support the lifespan perspective by proposing that age-related losses impose certain limitations on adaptive capacity in oldest-old age. Moreover, the findings suggest that social resources are important in Eastern cultures, and that cultural values play an important role in maintaining one dimension of well-being in oldest-old age. However, researchers need to focus further attention on how oldest-old individuals adapt to losses with advancing age across various cultural contexts.
